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ved The good results obtained by the medical treat- 

ind ment of ulcer of the stomach or duodenum in the "°° 

‘ec- past decade have altered the surgeon’s recommenda- 

oss tions for treatment in these cases. Hospital records by Pre a3 

itly prior to 1926 indicate that the type of treatment the} H+ 

im ulcer patient received often depended on whether, EEC 

ral. he sought the advice of the physician or the surgeon. J CCC Ho] 

in In the Peter Bent Brigham Hospital we find up to dag Ht 
to 1926 that 186 cases of peptic ulcer received medical 0 x it At 

treatment, as compared to 254 cases treated sur- 

ed. gically (Fig. 1). In other words, during this period 

over one-half, or 57 per cent of all ulcer patients 3 6° ‘ 
were operated upon. Between 1926 and 1932, 899 8 600 “CEE 130 
ulcer patients received medical treatment, as com- 3 °°° 
pared to 226 patients operated upon. The incidence 3 °° 
of surgery dropped to 20 per cent of all ulcer ~* 
patients treated. In the past six years, 1192 patients i COT ee 
with ulcer received medical treatment and 95 cases. tt mane 
were operated upon. The incidence of surgical ther- 
apy has dropped to 7.3 per cent. This clearly dem- 
onstrates our conservative trend toward the surgical 4 
treatment of this disorder. This conservative trend 100 | itt pe 
developed with the recognition of the fact that ulcer ws: -H a7 rH 
isa chronic disease and surgery was not a universal co ssn 
cure but a mechanical method of relieving the 
patients of their symptoms. The many operations Bru Be 
advocated suggests that none was entirely satis- FIG. 1 


factory. 

In our hospital we have come to recognize the 
fact that patients with peptic ulcer, like other 
chronic diseases, may be divided into three groups: 
mild, moderate and severe, depending upon their 
response to treatment (Fig. 2). Patients with a mild 
form of the disease will respond exceedingly well 
to any accepted medical or surgical procedure. The 
moderate case will, in the majority of instances, 
likewise do well with either treatment. It is the 
severe case that taxes the ingenuity of the physician 
and leads him to consult the surgeon. 


From the Surgical Clinic of the Peter Bent Brigham 
Hospital. 

Real before the Rhode Island Medical Society, at the 
one htindred and twenty-seventh Annual Meeting, Provi- 
dence, June 1-2, 1938. 


With this preliminary consideration, what are the 
factors which the physician has to consider in the 
treatment of peptic ulcer (Fig. 2)? These are, 
(1) pain, (2) obstruction, (3) hemorrhage, (4) 
perforation, and, (5) the danger of malignancy. 
All of these factors, but pain, may become a surgi- 
cal problem in either the mild, moderate or severe 
case. Intractable pain can be included as a surgical 
problem in the severe case. The decision to operate 
and the type of operation to be performed will 
depend upon whether the patient is in the mild, 
moderate or severe group. With the exception of 
free perforation of an ulcer, it may be said that 
surgery should not be contemplated unless the case 
has been thoroughly analyzed and enough informa- 
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Clinical Types of Ulcer Patients 

1. Mild 
2. Moderate 
3. Severe 

Factors to Be Treated in Ulcer Patients 
Pain 
2. Obstruction 
3. Hemorrhage 
4. Perforation 
5. Danger of Malignancy 


tion obtained to plan the operation suitable to the 
individual. 

The surgeon should take into consideration the 
following data (Fig. 3). First, he must know not 
only how long the patient has been on medical treat- 
ment but also the quality of such treatment. Surgery 
should never be considered if the patient has had 
only casual medical treatment. Every patient should 
have the benefit of a trial by the well established 
“adequate medical regime.” 

The surgeon should be influenced by the location 
of the lesion because of the frequency of malignancy 
in certain areas. Gastric ulcers within one inch of 
the pylorus should be considered malignant and 
early surgery advised, regardless of the age of the 
patient, findings by gastric analysis, or apparent 
early improvement clinically and by x-ray. If such 
lesions are not resected the patient should be sub- 
jected to frequent rigid examinations for an indefi- 
nite period. Likewise, ulcerations on the greater 
curvature, or a very large ulceration, should be 
considered malignant and resection advised. In a 
study of 333 consecutive verified cases of ulcera- 
tion of the prepyloric or pyloric regions by Dr. D. 
A. Sampson! of the Department of Roentgenology 
in the Peter Bent Brigham Hospital it was found 
that ulcerations in these regions have a 76 per cent 
chance of being malignant. 

The degree of acidity and amount of gastric 
acidity is all too frequently disregarded by the sur- 
geon. We believe that these factors are of funda- 
mental importance. Short circuiting procedures, 
such as gastro-enterostomy, and even small resec- 
tions in the presence of high acid values or excessive 
amounts of gastric secretion (by that we mean 
“hypersecretion”) not only fail to “cure” these 
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patients but leave them likely candidates for more 
serious complications, such as jejunal ulcers, gastro- 
colic fistula, etc. 

Immediate surgery should not be advised even if 


‘the patient’s symptoms and x-ray findings indicate 


complete pyloric obstruction. Remarkable avoid- 
ance of surgery may follow gastric lavage, nightly 
aspirations, bed rest and strict medical management. 
We do not advise surgery until this has been tried 
for a period of time and the roentgenologist finds a 
gastric retention persistently of 40 per cent or 
above. 

The problem of surgery in the treatment of 
hemorrhage is far from settled. The statistics of 
Iemery and Monroe? from the Peter Bent Brigham 
Hospital indicate that the result of surgical pro- 
cedures in the treatment of the hemorrhage case is 
probably no more satisfactory than that following 
exacting medical treatment. We do believe surgery 
may be indicated in the patient of the severe group 
with hemorrhage and perhaps in certain patients 
with repeated or one massive hemorrhage froma 
posterior penetrating duodenal ulcer. 


If there has been a previous surgical procedure 
for ulcer the surgeon should have studied the ree- 
ords of this previous operation, as well as the x-ray 
evidence. It is a mistake to “take down” a gastro- 
enterostomy after recurrent ulceration or a gastro- 
jejunal colic fistula and restore the structures to 
normal continuity. The tendency for the original 
ulceration to recur is great, and failure usually 
follows. Such patients are frequently in the severe 
group and require the removal of a large amount 
of acid-bearing tissue. 

The importance of considering the prepyloric 
lesion malignant can be illustrated by the following 
case. A man, twenty-seven years of age, presented 
the symptoms of peptic ulcer for about one month 
previous to entry to the hospital. He gave a history 
consistent with acute gastritis, following excessive 
intake of alcohol on three separate occasions over a 
period of six months. A  gastro-intestinal series 
demonstrated a prepyloric ulcer. The patient was 
placed on a strict Sippy regime with bed rest fora 
period of several weeks. His gastric analysis showed 
free acid, as high as 60. He was relieved of his 
symptoms and by check-up gastro-intestinal series 
in several weeks showed an improvement in the size 
of the ulcer. However, because of its location, he 
was followed closely and x-rays were taken within 
another month. These showed that the ulcer had 
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FIG. 3 


What Data Should the Surgeon Have 
Before Operation? 


Amount and quality of medical 
treatment. 

Location of the lesion. 

Degree and amount of gastric acidity. 
Degree and duration of obstruction. 
Incidence and source of hemorrhage. 
Any previous surgery. 


PEPTIC ULCER 


increased in size. Immediate surgery was recom- 
mended. The distal three-fourths of the stomach 
was resected, finding a carcinoma in the prepyloric 
region. The patient died of metastases within three 
years. 

This case demonstrates the seriousness of the 
prepyloric ulcer, despite the age of the patient, 
apparent early improvement clinically and by x-ray, 
and despite high acid values by gastric analysis. 


The one type of case in the so-called “severe” 
group of ulcer patients that must be recognized 
before surgery is attempted is the patient with 
hypersecretion. By hypersecretion we mean that 
these patients secrete an excessive amount of hydro- 
chloric acid with high acid values by anaylsis.* We 
have come to consider it as an abnormal condition 
occurring in ulcer patients. These patients fall into 
the severe group of ulcer cases because they have 
a tendency to form marginal ulcers after short 
circuiting operations. Often they have severe, in- 
tractable pain which is difficult to control and in 
general they respond poorly to medical treatment. 
They frequently respond poorly to alkaline therapy 
and have a tendency to go into alkalosis while under 
treatment. These are the very nervous, high strung, 
thin individuals that flush easily and have moist 
palms. This condition can be confirmed by the find- 
ing of a copious and continuous secretion in the 
empty stomach as determined by the stomach tube. 
If surgery is necessary, an extensive resection is 
indicated unless the patient is a very poor risk. 
With the early beneficial results indicated by the 
constant drip method of administration of alumi- 
num hydroxide, medical treatment may further 
decrease the number of these severe cases coming 
to surgery. 
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It is apparent that one of the major problems 
confronting the surgeon in the treatment of these 
severe cases is to diminish the volume of acid 
secreted. We have proven to our own satisfaction 
that removal of the antrum is not sufficient in the 
majority of cases and removal of a large amount 
of acid bearing tissue is absolutely essential. 
Although simple removal of the ulcer bearing area 
with anastomosis of the duodenum to the remaining 
portion of the stomach best answers the experi- 
mental and physiological requirements, we have 
been disappointed by the follow-up observations in 
a series of such operations. The surgeon, by remov- 
ing a very large amount of the acid bearing tissue, 
may not be able to lower the acid values, as shown 
by gastric analysis months after the resection, but 
it is our belief that there results a considerable 
decrease in the volume of acid secreted which 
protects the patient from recurrent ulceration. The 
following experimental observations indicate how 
this may be accomplished. A large amount of the 
acid bearing tissue was removed in animals, leaving 
practically nothing but a tube along the lesser curva- 
ture.* Gastric analysis over a period of. six months 
showed a return of the acid values to the pre- 
operative levels. However, cross-section studies of 
the normal stomach and the postoperative stomach, 
demonstrated how the volume of acid had been 
decreased. Although the postoperative stomach has 
returned to the size of the normal, the reduplication 
folds of mucous membrane shown in the normal 
were absent. In other words, there had been a 
tremendous decrease in the acid bearing surface. 
The hydrochloric acid is secreted at a fixed concen- 
tration which is not altered, but the volume is so 
altered that the alkaline juices are now able to 
neutralize the decreased volume of acid, despite 
the high value. 

This following case report illustrates the failure 
of small resections to relieve the patient with hyper- 
secretion. A nineteen year old boy entered the hos- 
pital in November, 1932 because of a severe gastric 
hemorrhage. He had a massive hemorrhage in 
April, 1932. Symptoms and x-ray findings on 
admission indicated a posterior penetrating ulcer 
of the duodenum and because of its location and the 
massive hemorrhage, surgery was advised. The 
ulcer-bearing area was removed with a portion of 
the pylorus. This patient had a recurrent hemor- 
rhage in 2% years and another hemorrhage in 
5 years after the pylorectomy. Gastric analysis 
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5 years after the pylorectomy showed as much as 
370 cubic centimeters of gastric juices with a free 
acid of 80 and a total acid of 90. He had a recurrent 
duodenal ulcer. This is an example of an overlooked 
case of hypersecretion where an inadequate resec- 
tion was done and the patient had not been relieved 
of his symptoms. We can predict that this individual 
will continue to get into difficulty until a large 
amount of his acid bearing tissue has been removed 
by a radical resection. 

It is apparent that the surgeon must be prepared 
to carry out a variety of operations in the treatment 
of ulcer, depending upon the individual case. All 
too frequently, we believe, there is a tendency to 
carry out his particular operation without sufficient 
consideration of the factors we have mentioned. 
The following types of operations are useful in 
accomplishing the objectives of surgery. We believe 
simple closure of a perforation is all that is justified 
in cases of perforation. The use of constant gastric 
suction during the early postoperative period makes 
it unnecessary in the majority of instances to add 
any other surgical procedure for relief of the tem- 
porary obstruction produced by the operative pro- 
cedure. 

Gastro-enterostomy is no longer a routine sur- 
gical treatment for all cases of peptic ulcer. We 
believe it is indicated (1) in pyloric obstruction 
with low acid values, except in young individuals ; 
(2) where technical difficulties prevent resection or 
make it a hazardous procedure; and, (3) in poor 
risk patients whose general condition requires the 
simplest type of surgical procedure possible. The 
failures in gastro-enterostomy occur in the cases of 
ulcer of the severe group, especially with high acid 
values or hypersecretion. Such patients are prone 
to develop marginal ulcers, etc., leaving them in a 
worse condition than before operation. We would 
not recommend a gastro-enterostomy for gastric 
ulcerations near the pyloric end of the stomach 
because of the dangers of malignancy. We have 
seen such mistakes made. Gastric resection and not 
gastro-enterostomy should be the surgical procedure 
of choice in the bleeding case. 

The Billroth I operation appears to be the physio- 
logic type of procedure. After removal of varying 
amounts of the stomach or duodenum, the duode- 
num is re-anastomosed along the lesser curvature to 
the stomach. We have felt that this procedure was 
the physiologic type of operation for peptic ulcer 
and should be used in the majority of cases where 
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massive resections are unnecessary. We have per- 
formed this operation in 26 cases and late follow-up 
studies have been disappointing because recurrent 
ulceration has taken place in about 20 per cent of 
the cases followed. Therefore, this type of pro- 
cedure should not be attempted when extensive 
resection is advisable. Although the mortality fig- 
ures of this procedure are very low, we feel that 
poor risk patients should not be subjected to resec- 
tions, but to a simpler type of operation, such as 
gastro-enterostomy. This type of operation should 
not be performed in the obvious hypersecretion case 
or the very nervous type of individual suggesting 
such a constitutional make-up, as they may later 
prove to be a hypersecretion case. The dilated 
stomach of obstruction should have a gastro-enter- 
ostomy except in young individuals with high acid 
values when the stomach may be prepared by 
repeated lavage, etc., so that resection can be safely 
done. 

Some surgeons perform the Billroth II type of 
operation. There may be a tendency, however, for 
the surgeon not to remove enough acid bearing 
tissue in some of the severe cases because he must 
leave enough stomach for a gastro-enterostomy. 
We are, therefore, convinced that some type of 
Polya operation is indicated in the severe cases. 
Various modifications of this principal of resection 
are very satisfactory. It permits an extensive resec- 
tion of the stomach as desired, without the mental 
reservation of saving enough stomach to make some 
other type of procedure technically easier to per- 
form. This type of operation, we believe, is indi- 
cated (1) in cases where malignancy is present or 
suspected; (2) in ulcerations high on the lesser 
curvature; and, (3) when it permits removal of 
large amounts of acid bearing tissue so essential in 
the treatment of the hypersecretion case. 


Conclusions 

I should like to stress the importance of consider- 
ing surgical therapy in the treatment of peptic ulcer 
as a mechanical step in the removal of certain 
factors which complicate the medical treatment of 
this chronic disease. Certain data have been empha- 
sized that must be obtained by the surgeon before 
operation is considered. Each case must be judged 
on its own merits as to when surgery is advisable 
and what type of surgery should be carried out. 
Finally, following surgery the ulcer patient should 
be considered a medical problem and medical treat- 
ment continued for an indefinite period. 
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Discussion 

Dr. Russety S. Bray: It is exceedingly refreshing to 
hear a surgeon who is well known as an investigator and 
clinician frankly state that the treatment of peptic ulcer 
still remains largely a medical problem. 

Dr. Zollinger has correctly stated that peptic ulcer is a 
chronic disease—a disease of unknown etiology, with 
characteristic phases of activity and symptomatic quies- 
cence. I use the latter term because I am frequently able 
to demonstrate an ulcer crater in patients who have long 
remained symptom-free. It is of particular importance for 
the patient with ulcer to carefully continue treatment for 
a minimum of one year, regardless of symptoms. The 
longer I follow large groups of patients with ulcer the 
more certain I am that recurrence in the majority is to be 
expected. We should avoid thinking of ulcer as a mere 
local lesion to be easily and quickly cured. 

Dr. Zollinger has used the term “adequate medical 
regime.” Inasmuch as there has been a wide variety of 
nonsurgical methods advocated for the treatment of ulcer, 
it may appear difficult to prescribe a single form of therapy 
which constitutes adequate treatment. Suffice it to say 
that the orthodox regime has stood the test of time; fur- 
thermore, it is an economical, easily followed, and generally 
satisfactory method. My experience with certain widely 
advertised forms of parenteral therapy has been such as to 
rarely justify their use. It is usually not difficult to relieve 
the symptoms of ulcer but the remedy or program which 
accomplishes this must not be regarded as a panacea. 


I am not entirely in accord with the view that every pre-' 


pyloric ulcer must be regarded as a malignant lesion and 
therefore be resected. Microscopic study of the resected 
tissue in our clinic and private patients has shown a very 
low incidence of malignant degeneration. I refer only to 
tissue which has shown indisputable evidence of malig- 
nant change. Dr. Zollinger’s statistics show an unusually 
high percentage of malignant gastric ulcers. It is difficult 
not to believe that a large portion of this group represents 
true ulcerating carcinoma rather than the transformation 
of a henign to a malignant lesion. In any case, every gastric 
ulcer regardless of its size or location mut be carefully and 
repeatedly studied. When in doubt as to the exact nature 
of the lesion, surgery is justified. 

I am skeptical of the medical management of the ob- 
structing ulcer. It is true that medical therapy frequently 
relieves obstruction, but the majority of our patients who 
have passed through at least one attack of obstruction 
which has been relieved by medical therapy, have later 
returned because of recurring symptoms and_ usually 
surgery has been required. 

The very important matter of hypersection has been 
adequately discussed by the speaker. Unfortunately, sur- 
geons all too frequently disregard the important infor- 
mation obtainable by gastric analysis. It is a simple matter 
to perform the test, but an experienced observer should 
interpret the findings. 

It has been a pleasure to hear such a broadminded and 
Comprehensive discussion of this important subject. 
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RECENT ADVANCES IN THE PATHOL- 
OGY OF DIABETES MELLITUS 


SHIELDS WarRREN, M.D. 
Boston, MASSACHUSETTS 


It was less than 50 years ago we realized that 
the pancreas had anything to do with diabetes, and 
only 40 years ago that we realized that the islands 
of Langerhans had anything to do with diabetes. 
The discovery of insulin by Banting and Best and 
the studies by Robinson and Wilder of island cell 
carcinoma gave us our first definite proof of the 
connection of the islands with the secretion of 
insulin. 

The normal island of Langerhans contains three 
types of cells: the alpha cells of unknown function, 
the beta cells concerned with secretion of insulin, 
and the D cells of unknown function. 

While we commonly think of the island cells as 
relatively inert, actually they have some power of 
regeneration. Allen some years ago said that the 
pancreas in diabetes represented a scarred battle- 
field, a static conception. I am not in agreement. 
The pancreas as we see it in diabetes is a record of 
the injurious agents acting upon the pancreas plus 
efforts of the pancreas to compensate for those 
injuries, a dynamic conception. 

Hyaline change was the first specific alteration 
of the islands noted in diabetics. This classic lesion 
was first discovered by Opie 40 years ago. This 
deposition of hyaline material in the islands, with 
none in the acini, is not a result of diabetes, but 
precedes the development of diabetes. This hyaline 
often gives the staining reactions for amyloid. It 
is laid down between the capillaries and the epi- 
thelial cells. In that location it has two-fold action : 
first, as it accumulates it tends to compress the 
epithelial cells and, secondly, it places a barrier of 
steadily increasing imperviousness between the 
blood supply of the islands and the epithelial cells. 
Thus it becomes increasingly difficult for them to 
maintain nutrition and get their hormonal output 
into the blood stream. 

The pancreas and islands do not take injury lying 
down, and sometimes the hyaline masses are very 
large, showing that regenerative effort on the part 
of the pancreas barely kept ahead of the laying 
down of hyaline about the island cells. 


Notes on an Address before the local group of the 
American College of Physicians, at the Peters House of 
the Rhode Island Hospital, March 15, 1938. 
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Nowadays we do not know what changes diabetic 
children may show, as deaths are very rare. In the 
early days and before insulin therapy we did get a 
number of deaths among children which showed 
little island tissue remaining, some islands entirely 
replaced by lymphocytic infiltration. How long infil- 
tration will persist, I do not know, but it may well 
go on to fibrosis and scarring of the islands, which 
we find in young adults at times. 

While hemachromatosis is a disease in which the 
liver involvement is the main factor, as the liver 
fills with pigment, this spills over and is deposited 
in the pancreas, damaging the islands. In bronze 
diabetes we have almost a parallel of experimentally 
produced diabetes as it is produced by a known 
etiologic factor, the disturbed iron metabolism. It 
is comparable clinically in many regards to the 
ordinary spontaneous diabetes. However, since the 
liver is damaged, some cases have shown marked 
insulin resistance. One who required tremendous 
amounts of insulin, 900-1200 units, and still was 
not sugar-free, died in coma after receiving 1800 
units. Apparently this was due to extensive hepatic 
damage. 

But few cases can stand large amounts of insulin. 
The clinical syndrome of hyperinsulinism either 
induced or spontaneous is well known so I will not 
speak of it. Two points, however, have medico-legal 
significance. First, hypoglycemia is readily confused 
with drunkenness. Second, a diabetic dying in hypo- 
glycemia may not be recognized as such at autopsy. 

Twenty-five per cent of diabetic pancreases 
show no pathology. This array of apparently per- 
fectly good diabetic pancreases leaves a puzzling 
gap for the pathologic anatomist. Shall he blame it 
on functional changes in the pancreas? Shall he 
blame it on the adrenal? Shall he blame it on the 
pituitary or on the sheer perversity of nature? We 
don’t know. All we can say is that we have a residual 
group of diabetic patients who show no demon- 
strable change in their islands. This is a very hope- 
ful thing because if they have good islands and we 
carry them through with insulin, they may ulti- 
mately be able to take up function again. One or 
two cases of severe diabetes have shown apparent 
resumption of insular function. 

Rarely insulin administration may produce sub- 
cutaneous atrophy of fat. 

Lipoid metabolism is disturbed in diabetes as 
well as carbohydrate metabolism. Diabetic patients 
have more gall stones than non-diabetic patients in 


the same age group. Another evidence of disturbed 
lipoid metabolism, of small importance, is xanthoma 
diabeticorum. We ordinarily consider cholesterol 
once deposited is relatively inert, but if by diet and 
insulin we can remove these xanthomas of the skin, 
perhaps sometime we can remove it from the 
atheromas of the arteries. Through control of lipoid 
metabolism we can retard the progress of arterio- 
sclerosis, which is the chief complication now in 
diabetes. The atheromatous type of arteriosclerosis 
ordinarily occurs only in elastic vessels, but in 
diabetics occurs in muscular vessels as well. 

Coronary and cardiac infarcts are more frequent 
in diabetics than in any other group, even more 
frequent than in the sudden death series of the 
medical examiner. 

We do not know the cause of arteriosclerosis, but 
we do know that the diabetic gets more arterio- 
sclerosis than he should. We know also that he gets 
arteriosclerosis earlier than he should. We are 
learning that adequately treated diabetics appar- 
ently are not developing anywhere near the amount 
of arteriosclerosis that the old time diabetics used 
to. When I got out the first edition of my diabetic 
pathology I could not discover at autopsy a diabetic 
who had had diabetes more than five years who did 
not have definite arteriosclerosis of the athero- 
matous type. At the present time there are a very 
fair number who have no evidence of arterioscle- 
rosis. Diabetic children are not showing nearly as 
much sclerotic change of their leg arteries by X-ray 
as they were prior to 1930. 

Thus we find that 75 per cent of the cases of 
diabetes show definite pancreatic pathology. Adrenal 
pathology is most inconstant, and in practically no 
human case can changes in the adrenal be utilized 
to explain the existence of diabetes. Similarly, the 
known types of pituitary diabetes in the human 
differ somewhat from the usual form of the disease, 
and in the usual form of the disease we fail to find 
significant pituitary lesions. Various hypotheses as 
to the neurogenic origin of diabetes have been put 
forward, but in general these do not rest on a firm 
anatomic basis. We are justified in concluding, 
therefore, so far as the evidence of pathology is 
concerned that human diabetes is almost entirely 
pancreatic diabetes, and that quite possibly given 
adequate opportunity for the regenerative powers 
of the pancreas to develop, we may have actual 
cures of the disease. 
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TESTICULAR TUMORS 


CLINICAL ASPECTS OF TESTICULAR TUMORS 
WitiiaM C. Quinsy, M.D. 


Boston, MASSACHUSETTS 


Though it is true that the instance of testicular 
neoplasms is low as compared with tumors in gen- 
eral and as compared with new growths of the 
ovary in the opposite sex, nevertheless, the extreme 
degree of malignancy which such tumors frequently 
possess, makes their occurrence a very serious 
matter. It is important, therefore, to rehearse from 
time to time the clinical manifestations of such 
tumors, in order that the general practitioner who 
usually first sees such conditions may be kept aware 
of their extreme significance. The present review is 
based in part on a study of twenty-six instances of 
this disease in the Urological Clinic of tle Peter 
Bent Brigham Hospital. 


Various varieties of testicular tumor are found 
when the tissue is examined by microscope and 
there have been a number of controversial articles 
written concerning their classification, into which it 
is not important to go at this time. In general these 
tumors fall into the following classifications : 1. The 
embryonal tumor, or seminoma of the French, in 
which the embryological structure of the undiffer- 
entiated organ is reproduced. 2. The group of ter- 
atomas in which the tissue forming the tumor is 
very varied in character. Statistics have been col- 
lected, attempting to show that the one of these 
groups is more malignant than the other, but from 
a clinical point of view this is without significance 
because all testicular tumors as a rule possess 
marked malignant properties. 


The spread of such tumors from the local site is 
first by way of the lymphatics upward to the nodes 
in front of and along side the aorta as high as the 
renal pedicle. The inguinal lymph nodes are not 
involved unless the tumor has grown to such an 
extent as to involve the tunics of the scrotum. The 
second way of spread is by the blood stream follow- 
which deposits in the lungs are frequently found. 


All testicular tumors occur at an earlier age than 
do neoplasms of most other organs. In our own 


From the Urological Clinic of the Peter Bent Brigham 
Hospital. 

Read before the Rhode Island Medical Society, at the 
one hundred and twenty-seventh Annual Meeting, Provi- 
dence, June 1-2, 1938. 


series the average age of the patients was thirty- 
seven; the youngest being twenty and the oldest 
sixty. The majority of instances are seen in the 
fourth decade. 

The relation of injury to the scrotum causing a 
tumor of the testicle is interesting, and in various 
reported series these growths have been related to 
trauma in as high as 20% of the cases. In other 
instances the history is given that following a rela- 
tively slight injury a testicular tumor of no signifi- 
cance to the bearer before, takes on very rapid 
progress after such injury. 

There are varieties in the clinical history of these 
tumors worth noting. In the first place the tumor 
may be of very slow growth with a rather long 
latent period, following which it suddenly increases 
in size. In such instances it is usual to find that the 
growth has developed slowly, insiduously and 
painlessly. An important finding present in manyy 
instances is early loss of the normal testicular sen- 
sation. When a patient presents himself for advice 
the tumor may be either so small as to be hardly 
palpable or on the other hand really enormous. A 
second clinical variety called by English writers 
the “hurricane type” is formed by cases in which, “ 
either with or without operation, the spread of the 
growth is extremely rapid causing widespread gen- 
eral metastases and early death. Cases are on record™. 
of death in three weeks following operation. In our 
series there was one instance in which the patient, 
apparently normal except for the testicular neo- ¥ 
plasm, when operated on, was dead two months 
later, only eight months after his first symptom. 

Another type seen clinically is the patient who ¥ 
presents himself with an unobtrusive local growth, 
complaining only of symptoms due to the meta- 
stases. Such may be the presence of an enlarged 
gland in the neck or in the axilla. Metastases to bone 
are rare but frequent to the lung, in which case there 
sometimes occurs hemoptysis. Other symptoms may 
lie in the digestive tract due to interference by 
abdominal masses of secondary deposit. 

A fairly frequent manifestation of these neo- 
plasms is the occurrence of gradual hypterophy of 
the breast. This may be bilateral or only unilateral, 
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and has been shown to be caused by definite increase 
in the lactiferous ducts. The explanation of this 
phenomenon is doubtless stimulation of the breast 
by acirculating hormone elaborated by the testicular 
new growth. This hormone is found in the urine of 
many of these patients and causes the same biolog- 
ical test as does the urine in pregnancy of the opp- 
site sex. In other words the Ascheim-Zondek test 
is positive. But not all cases with a positive test 
show these hypertrophic breast changes. 

The relation of testicular new growth to malpo- 
sition of the testicle forms another very interesting 
chapter, for there is without doubt some correlation 
between these two conditions. In our series there 
are two instances of tumor in individuals whose 
testicle lay in the inguinal canal and one in an 
individual with an entirely retained abdominal 
testicle. This latter condition must always be borne 
in mind in making a differential diagnosis of a retro- 
peritoneal abdominal mass, if it be situated in the 
pelvis of a man with a retained testis. Two such 
cases are on record in which the diagnosis was 
confused with that of an appendix abscess. 

Just how frequently the undescended or com- 
pletely retained testicle is involved in subsequent 
malignant disease is not clear but this relation is 
stated to be as frequent as from 15% to 25% by 
various writers, and it is pointed out further by 
some that there is a rather high and entirely unex- 
pected incidence of malignant disease in cases in 
which operation is undertaken after puberty to 
replace the undescended testicle in its normal 
position. 

The differential diagnosis of testicular neoplasm 
lies most clearly between gumma, tuberculosis, or 
some inflammatory condition other than tumor. 
Therefore, in studying patients one must endeavor 
to investigate them carefully for evidences of these 
conditions. But even in the absence of tuberculosis 
or syphilis the diagnosis may be in doubt. This is 
so true that all surgeons should make it a definite 
rule to investigate every enlargement of the testicle 
by open biopsy in which diagnosis appears at all 
doubtful, and to do this immediately before time is 
lost by attempted palliation. A patient complaining 
of a scrotal mass which is not especially sensitive to 
palpation, is not accompanied by hyrdocele, and 
does not transmit light should be looked on with 
the greatest suspicion and advised that the only 
proper way to reach a conclusion as regards diag- 
nosis is by operative investigation. 
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Treatment 


Although in earlier years attempts were made to 
remove the area of lymphatic drainage in the abdo- 
men in instances of testicular tumor as an addition 
to orchidectomy, further anatomical knowledge of 
the lymphatic drainage area has shown this pro- 
cedure to be hardly feasible. Also during the past 
decade it has been shown definitely that many of 
these tumors are especially sensitive to radiation by 
deep x-ray or by radium. The accepted treatment, 
therefore, today is that of immediate removal of the 
testicle by section of the spermatic cord at the 
external inguinal ring, followed by one or two 
courses of deep x-ray therapy applied to the whole 
abdomen as high as the level of the kidney. In 
instances in which the tumor is radio-sensitive this 
treatment will be of marked benefit. Unfortunately, 
however, we have no accurate index as to the radio- 
sensitivity of any tumor, although a guess may be 
made by its pathological character, the less differ- 
entiated tumors being the more sensitive. But even 
as in cases of Hodgkin’s disease or leukemia in 
which radiation controls the disease for a time, so 
also in these testicular tumors, if the amount of 
tumor material is great, as in instances of multiple 
metastases, or.even merely after the passage of 
several years, the metastatic tissue may lose its sen- 
sitivity and the patient die of his disease after all. 
I am not aware that any patient can really be said 
to have been cured of malignant metastases from 
testicular tumor by radiation although there are 
instances in which life has been prolonged as much 
as from seven to ten years. 

Analyzing our own patients we find that there 
are seven living without apparent recurrence, two 
of them for as long as nine and ten years respec- 
tively ; two are living, but since operation have had 
metastases which have been caused to disappear by 
deep x-ray therapy; two died, one five years and 
the other eleven years, after cardio-renal or circu- 
latory disease not related to the neoplasm. We 
therefore find eleven patients out of twenty-six 
(42.3% ) who are living, or who have died without 
recurrence. Fifteen patients have died — two of 
them of the “hurricane type’—within two months 
of operation and six within one year following 
operation. Four patients survived operation for 
over one and one-half years to four years, dying of 
recurrence. 

Of our surviving patients four have had no other 
treatment than orchidectomy, and are stil! living 
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and well. They all presented themselves, however, 
before the advent of our knowledge concerning the 
efficiency of deep x-ray therapy, and today I would 
strongly advise a course of such treatment immedi- 
ately following operation. Then, if there be no 
evidence of secondary malignant deposits, there is 
no logic in asking the patient to submit to further 
x-ray treatments. 

In twelve of the patients who have died, x-ray 
was given intensively without effect. For two 
patients x-ray seems to have definitely held the 
disease in check. The history of one of these is of 
interest. 

A man of forty-four came in August, 1928, com- 
plaining of a pain in the right groin which had 
followed an inadvertent step made while going 
downstairs in the dark. There was no actual injury 
to this area of the abdomen but the misstep was 
followed by sufficient pain to compel bed rest for 
a few days. This had occurred two years before. 
He was then well till a week previously when he 
was seized by a recurrence of this same type of 
pain, situated in the right groin and above the sym- 
physis, and this time it was accompanied by severe 
dysuria. Never before had there been any urinary 
symptoms. 


Examination showed an individual apparently 
well except for the fact that he had never had a 
right testicle in the scrotum. Examination of the 
bladder by cystoscope showed that it was flattened 
anterio-posterially by a mass behind it, and on proc- 
toscopic examination the mass was felt by the 
instrument just above the level of possible rectal 
palpation. 

Operation was undertaken under a diagnosis of 
either a pelvic kidney or a tumor of an intra-abdom- 
inal testicle. The latter was found to be the correct 
diagnosis, and the tumor removed. He was given a 
course of deep x-ray treatment immediately after 
operation and again two months later. Three years 
later the patient reappeared, complaining of a lump 
in the thorax which caused his rib to bulge; a 
tender, enlarged liver and definite evidence of pul- 
monary metastases shown as a clouding of the base 
of the right lung. Intensive x-ray treatment was 
undertaken and two months later all evidence of 
malignant metastases had disappeared and the 
patient had gained weight. 


Since this he has been followed at frequent inter- 
vals and now, on the expiration of ten years, has 
shown no further evidence of metastases. 
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The hormonal test has always been negative, 
however, so that in this case it has not been possible 
to use this test as an evidence of metastases present, 
but not demonstrable on physical examination. 
When the original tumor has been accompanied by 
a positive Ascheim-Zondek test it is frequently pos- 
sible to follow the patient's subsequent career by 
the amount of this hormone present in the urine, 
and thus the test serves as an index for the need of 
further x-ray treatment. 

Another case of the typically foudroyant or hur- 
ricane type is the following : 

A man of twenty-two with a left undescended 
testis, fourteen months ago noted pain in the groin 
on crossing the legs. Examination showed a lump the 
size of a marble. Eight months ago this began to 
increase in size. Otherwise he felt well till during 
the past six months when he began to lose weight— 
10 Ibs.—and had to quit work. Six weeks ago he 
became hoarse and had an unproductive cough. 
Two weeks ago he noted a lump on the left side of 
the neck just above the clavicle. A physician on 
being consulted about the mass in the groin, felt that 
it could not be held by a truss and so referred him to 
the hospital. While waiting for an available bed he 
saw another physician who tapped the “lump” with- 
drawing rusty looking fluid. Also a non-tender mass 
in the abdomen was noticed. The patient now 
weighs 108 lbs. 

[-xamination showed a firm, fixed mass above the 
sterno-clavicle joint on the left. There was also a 
mass in the left upper quadrant of the abdomen and 
a similar one in the left lower quadrant. There was 
a mass in the left groin and left gynecomastia. 
X-ray showed pulmonary metastases. The urine was 
negative. The Ascheim-Zondek test was strongly 
positive—10,000 units. Bitterling test was positive 
in six hours. Much x-ray therapy was given fol- 
lowed by operation. However, the patient died two 
months after his admission to the hospital. 

In concluding, four facts stand out clearly. 

1. Neoplasms of the testis occur earlier in life 
than do other types of malignancy. 

2. Frequently their growth is very rapid and 
everwhelming. 

3. Immediate orchidectomy combined by inten- 
sive deep x-ray therapy offers the best chance for 
cure or control of the growth. 

4. It is exceedingly important that exploratory 
biopsy be urged at once in any case of testicular 
abnormality the diagnosis of which is at all in doubt. 
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THE RHODE ISLAND MEDICAL JOURNAL 
Medical Library Building 
106 Francis Street, Providence, R. I. 


CREIGHTON W. SKELTON, M.D. 


In January, 1924, Dr. Creighton W. Skelton, 
having already had an experience of two years as 
Advertising Manager, was appointed Business 
Manager of the RHopE IsLAND MEDICAL JOURNAL. 
He continued in this appointment until his un- 
timely death, on June 26, 1938. 

Dr. Skelton inherited from the previous manage- 
ment a publication in satisfactory financial con- 
dition and with honorable traditions of sixty-five 
years duration. Established in 1859 as the Trans- 
actions of the Rhode Island Medical Society, it had 
been continued between 1900 and 1917 as the Prov- 
dence Medical Journal. In January, 1917, it was 
purchased from the Providence Medical Associa- 
tion and was renamed THe Ruope IsLAND MEpb- 
ICAL JOURNAL. The successive managers of this 
Journal were Joseph F. Hawkins, Winthrop A. 
Risk, Bertram H. Buxton, Frank M. Adams. 
Creighton W. Skelton. 

According to the contemporary report of the 
Publication Committee, Dr. Skelton ‘assumed the 
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duties incidental to this office, which he has con- 
ducted in his usual energetic and successful man- 
ner.” He aimed at constant improvement in the 
Journal, both in its reading matter and in the adver- 
tising pages; perfect typography, attractive form, 
better paper, no advertisements in the reading col- 
umns. In close collaboration with the Editor, Dr, 
Frederick N. Brown, he printed the roster of mem- 
bers of the state society, published news items from 
the hospitals of the state, presented regular reports 
of the financial and editorial conditions of the 
Journal. 

Dr. Skelton appreciated the need and worked for 
fuller cooperation between the state and district 
societies, providing complimentary subscriptions to 
the Journal for all members of the district societies 
and even for physicians registered in Rhode Island 
who belonged to no medical society. In the affairs 
of the state society he was active, with outspoken 
opinions. He waged constant warfare against 
quackery in all its forms. As Chairman of the Com- 
mittee on Exhibits of the Rhode Island Medical 
Society, he made the commercial and scientific ex- 
hibits a valuable feature of the annual meetings of 
the society. 

By 1928, Dr. Skelton had accomplished such 
efficiency in the management of the Journal that he 
was able to return to the treasury the entire amount 
appropriated for its support for that year. This feat 
he repeated in each of the ten succeeding years. In 
addition to this, he contributed some substantial 
sums of money and provided an annual banquet for 
the members of his editorial board with the officers 
and many members of the society. Many of us re- 
member the banquet given in 1933, in honor of 
Dr. E. H. Cary, then President of the American 
Medical Association. Few realize that Skelton paid 
the entire expense. Altogether he must have con- 
tributed to the treasury of the society in one way 
or another sums in excess of five thousand dollars. 

Handicapped by the general financial depression 
and by a long and distressing illness, Dr. Skelton’s 
conduct of the Journal during the last years of his 
life could not be so profitable. His life was also sad- 
dened by evidence of lack of present confidence 
among those whom he had previously so benefited. 
Yet he carried on to the last day of his life and suc- 
ceeded in maintaining his Journal in satisfactory 
condition. 

The Journal seeks a Business Manager. Yet it 
cannot hope to find another Skelton. 
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MEDICAL SOCIETY ACTIVITIES 


In his Presidential Address Dr. Abell said,““The 
physician in practice—is widening his sphere of 
responsibility from the care of patients to that of 
the community of which the patients are a part. 
Sanitation, immunization, maternal and child wel- 
fare, antepartum care, public health nursing, men- 
tal and social hygiene are a part of this program.” 
In reading this we feel that we are being compli- 
mented beyond our deserts. Relatively few prac- 
ticing physicians have exercised any real leadership 
in developing the programs of immunization, public 
health nursing or mental hygiene. Most of the force 
has come from local or national public health organ- 
izations and from public spirited lay citizens. The 
program of widespread immunization against diph- 
theria, for instance, received in most communities 
little help from the practicing physicians until other 
organizations had given it a wide publicity. 

In view of the increasingly rapid changes that 
are being made in our social structure, and con- 
sidering the obviously impending enlargement of 
government activity in the medical field, we shall 
do well if we keep ourselves informed on matters 
of public health, endeavor to take the lead in val- 
uable programs, and in general increase the power 
and prestige of the medical profession. 

To get down to brass tacks, the Tuberculosis situ- 
ation in Rhode Island is not satisfactory. Although 
much good work has been done by physicians, and 
the private and public agencies have accomplished a 
great deal by propaganda and by examining the 
poor, it is still evident that the methods of tuber- 
culosis control are not being used as they easily 
might be. 

The greatest number of cases are not diagnosed 
until moderately advanced. No concerted effort has 
been made to have food handlers X-rayed or to have 
children’s nurses examined at all. Cases are seldom 
reported to the State Department of Health as re- 
quired by law. In general there is not enough effort 
made to X-ray all the contacts. 

This Tuberculosis situation offers a splendid 
chance for the County Societies to initiate a pub- 
licity drive for the tuberculin testing and X-raying 
of certain groups of the population that have been 
shown to be the most likely to spread this infection. 
This should be done. We are the ones to do it. Such 
drives are well underway in some communities, not- 
ably in Detroit. 
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Proceedings of the One-Hundred and 
Twenty-seventh Annual Session 
(Continued from page 112) 


Annual Meeting 


The one hundred and twenty-seventh Annual 
Meeting of the Rhode Island Medical Society was 
held on Wednesday and Thursday, June Ist and 
2nd, 1938. Mornings were devoted to clinical work 
and afternoons to the reading and discussion of 
papers. 

Wednesday morning, clinics were held at Butler 
Hospital, Memorial Hospital, Providence Lying-In 
Hospital, and St. Joseph’s Hospital. Butler Hos- 
pital presented neurological and psychiatric cases, 
and a motion picture film showing the care of 
patients in a mental hospital. Memorial Hospital 
presented operative clinics by the surgical and the 
urological staff. The medical service demonstrated 
cases of peripheral vascular disease ; the pediatric 
service, cases of glandular disfunction. The eye, 
nose and throat department showed the use of sul- 
fanilimide in oto-laryngology. The skin, orthopedic 
and X-ray departments demonstrated cases. These 
dry clinics were held in the Nurses’ Auditorium 
with an attendance of ninety. The Providence 
Lying-In Hospital presented a symposium on care 
of newborn babies, followed by a symposium on 
the pelvis and the X-ray. This included the old and 
new classifications of the pelvis and the place of 
the X-ray in obstetrics. At St. Joseph’s Hospital 
there were surgical operative clinics and dry clinics 
by various departments ; surgical, medical, neuro- 
logical, gynecological, orthopedic, pediatric, obste- 
trical, urological, eye, nose and throat. 

At each of the hospitals, luncheon was served at 
12:45 P.M. 

Thursday morning, clinics were held at the Rhode 
Island Hospital, Charles V. Chapin Hospital, 
Miriam Hospital, and Homeopathic Hospital of 
Rhode Island. The Chapin Hospital presented cases 
of thoracic disease, cases of syphilis and of skin 
diseases, and a seminar on the use of prontylin in 
the treatment of infectious diseases. Miriam Hos- 
pital showed medical and surgical cases. At the 
Homeopathic Hospital there were demonstrations 
of surgery, urology, bronchoscopy and the X-ray. 
At the Rhode Island Hospital there were operative 
clinics by the departments of surgery, gynecology, 
eye, ear, nose and throat. Dry clinics were held by 
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the fracture service, the cardiac department, the 
X-ray department, and the departments of physical 
therapy, orthopedics and pediatrics. In the Peters 
House Auditorium, demonstrations were given by 


medical clinic was conducted by Dr. Alvah H. 
Gordon, Associate Professor of Medicine at McGill 
University. This clinic was followed by a clinic 
for thoracic diseases and a tumor clinic. Following 
these clinics, luncheon was served at each of the 
hospitals. While the dry clinics and demonstra- 
tions were well attended, the operative clinics failed 
to attract the interest which they merited. 

The afternoon sessions were held at the Rhode 
Island Medical Library. Wednesday afternoon the 
meeting was called to order by the President, Dr. 
Walter C. Rocheleau, at 2 o'clock. Following the 
report of the Secretary, the President recognized 
the delegates from other New England states. Dr. 
Wilfred Pickles reported for the Trustees of the 
Fiske Fund that no essay worthy of the premium 
had been submitted on the subject “Surgery in the 
Treatment of Disorders of the Autonomic Nervous 
System.” This is the third consecutive year without 
an award of the Fiske Fund Prize. The Trustees 
offer for 1939 a premium of $150.00 for the best 
essay on the subject “Caesarean Section-—Indica- 
tions and Contraindications for the Various Types 
of Operations.” 

For the afternoon and evening sessions the Pres- 
ident arranged programs of valuable papers on 
varied topics, each one of interest to the general 
practitioner of medicine. Dr. Edward S. Brackett 
presented the report of the Committee on Maternal 
Mortality, Dr. Clifton B. Leech read on “Painful 
Shoulders in Association with Coronary Artery 
Disease.” The remainder of the program depended 
entirely upon the distinguished guest speakers. 
However a number of the demonstrations at the 
morning clinics were admirable additions to the 
program. These contributions came from members 
of the Providence Medical Association and the 
Pawtucket Medical Association. The voices of 
Kent, Newport, Washington and Woonsocket 
were silent. 

The first number on the Wednesday program 
was given by Dr. Robert M. Zollinger, Associate 
in Surgery at Harvard Medical School, on the sub- 
ject “Surgical Aspects of Peptic Ulcer.” It was 
discussed by Drs. Bray, Cooke, Corvese and Zol- 
linger. It is printed in this number of the Journal. 
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the departments of neurology and of medicine. The 


The second paper, “Clinical Aspects of Testicular 
Tumors,” was given by Dr. William Carter Quinhy, 
Clinical Professor of Genito-Urinary Surgery at 
Harvard Medical School. It will be published in an 
early issue of the Journal. “Factors in Maternal 
Mortality in Rhode Island” by Drs. Edward S. 
Brackett and Milton Goldberger was read by Dr. 
Brackett. It has been printed in the July Journal. 
The fourth paper, “First Aid Treatment of Injuries 
of the Face and Jaws,” was read by Dr. V. H. 
Kazanjian of Boston and was discussed by Dr. I. 
Gerber. In this interesting ‘paper Dr. Kazanjian 
stated that a thorough examination, often under an 
‘anesthetic, is required in injuries of the face and 
jaws to avoid complications and to insure good 
results. Competent X-ray examinations of the bones 
of the head and of the lungs should often be made, 
the latter to detect any foreign bodies which may 
have been inhaled at the time of the accident. If 
scars have resulted cosmetic operations to correct 
them cannot be carried out for some months after 
the accident. 

At the conclusion of the afternoon program, a 
buffet supper was served in the Medical Library 
Dining Hall. 

The speakers at the Wednesday evening session, 
held in the Medical Library, were three members 
of the McGill University Faculty of Medicine. Dr. 
Herbert M. Elder, Lecturer in Surgery at McGill, 
addressed the society on the subject “Diagnosis and 
Treatment of Peripheral Vascular Disease.” Dr. 
I. M. Rabinowitch, Assistant Professor of Medi- 
cine, treated “Diabetic Coma.” Dr. Alvah H. 
Gordon, Professor of Medicine, spoke on the sub- 
ject “Diagnosis of Diseases with Coincident En- 
largement of the Liver and Spleen.” These lectures 
were delivered without notes. They were highly 
appreciated by the members of the Society. 

The first paper of the Thursday afternoon pro- 
gram, “Painful Shoulders in Association with 
Coronary Artery Disease” by Dr. Clifton B. Leech, 
has been printed in the July Journal. The second 
paper was given by Dr. Cleophas P. Bonin, Instruc- 
tor in Orthodontia at Harvard Dental School, on the 
subject “Pediatric Significance of Malocclusion.” 
This paper, illustrated with motion pictures, em- 
phasized the need for cooperation between phiysi- 
cians and dentists. Dr. Bonin indicated the role of 
dental malocclusion in the causation of mouth 
breathing and stressed the importance of early 
dental care in the conservation of health. 
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Dr. Richard M. Smith, Assistant Professor of 
Pediatrics and Child Hygiene at Harvard Medical 
School, then spoke on the topic “Do We Consider 
the Child as a Whole?” Dr. John R. Richardson, 
Assistant in Laryngology at Harvard Medical 
School, read a paper on the subject “Nasal Air- 
ways.” Dr. Clarence E. Bird, Professor of Surgery 
at the University of Louisville, Kentucky, pre- 
sented an address on “Physiology, Pathology and 
Treatment of Diseases of the Esophagus.” Each of 
these papers will be published in the fall issues of 
the RHopE IsLAND MEDICAL JOURNAL. 

The scientific program was completed by the 
Presidential Address, delivered by Dr. Walter C. 
Rocheleau. 

Officers for the ensuing year were then inducted 
into office as follows: 

President Dr. Edward S. Brackett 
First Vice President .....ccccceecnee Dr. Charles H. Holt 
Second Vice President.......... Dr. Lucius C. Kingman 


The Annual Dinner was served at the Pomham 
Club, Thursday evening. Dr. T. Frank Kennedy, 
Anniversary Chairman, introduced the Dean of 
Brown University, Samuel T. Arnold, Ph.D., who 
gave an interesting and illuminating address on 
“Premedical Education.” Dean Arnold was fol- 
lowed by Mr. John C. Cosseboom of Woonsocket 
who entertained the Society with a “Defense of the 
Fisherman.” 

This ended one of the most successful meetings 
of the Rhode Island Medical Society. Arrange- 
ment of the commercial exhibits was the last of the 
many services which have been rendered to the 
Society by Dr. Skelton. The exhibitors were: 

Boss & Seiffert Company, Providence 

Blanding & Bianding, Providence 

George L. Claflin Company, Providence 

Otis Clapp & Sons, Inc., Providence 

Coca-Cola Company, Providence 

The Crooker Press, Providence 

Davies, Rose & Company, Ltd., Boston 

H. G. Fisher & Company, Boston 

Hood's Milk, Providence 

Liebel-Flarshein Company, Cincinnati, Ohio 

Mead Johnson & Company, Evansville, Indiana 


The poverty of a patient and the mutual profes- 
siona! obligation of physicians should command the 
gratuitous services of a physician. But endowed 
institutions and organizations for mutual benefit, or 
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THE DOCTOR 


Few visitors at the Chicago Century of Progress 
Exposition missed seeing the life size, relief repro- 
duction of Sir Luke Fildes masterpiece “The 
Doctor.” It was prepared at an expense of $250,000 
as an exhibit of the Petrolagar Laboratories. De- 
signed to remind the public of the importance of the 
family physician, it required the full time of the late 
Chicago sculptor, John Paulding, and the noted 
artist, Rudolph Ingerle, with a large corps of assist- 
ants, and took nearly a year to complete. Following 
two World’s Fairs, ‘““The Doctor” Exhibit went on 
a tour of 50,000 miles and was viewed by over five 
million people in eighteen principal cities through- 
out the country. It was recently presented by its 
owners to the new Rosenwald Museum of Science 
and Industry in Chicago. In its new location it will 
be seen by millions of visitors annually. 


AMERICAN COLLEGE OF PHYSICIANS 


The Twenty-Third Annual Session of the Amer- 
ican College of Physicians will be held in New 
Orleans, with general headquarters at the Municipal 
Auditorium, March 27-31, 1939. Dr. William J. 
Kerr of San Francisco is President of the College 
and will have charge of the program of general 
scientific sessions. Dr. John H. Musser of New 
Orleans has been appointed General Chairman of 
the Session, and will be in charge of the program of 
clinics and demonstrations in the hospitals and med- 
ical schools and of the program of round table dis- 
cussions to be conducted at the headquarters. 


for accident, sickness and life insurance, or for 
analogous purposes, have no claim upon physicians 


for unremunerative services. 
From the Code of Ethics of the A, M. A. 
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Rhode Island Hospital 


REUNION OF FORMER INTERNS 

The second reunion of former interns will be 
held at the Rhode Island Hospital on Friday and 
Saturday, September 9 and 10, 1938. The com- 
mittee in charge includes all of the committee who 
arranged the successful meeting in 1933, with 
several additional members. Dr. Herman C. Pitts 
is General Chairman; Dr. Henry S. Joyce, General 
Secretary and Treasurer. The Committee on Pro- 
grams: Elihu S. Wing, Chairman, Joseph C. 
O'Connell, Albert H. Miller, Roland Hammond, 
Arthur H. Ruggles, Frank M. Adams, Henry E. 
Utter, Herman A. Lawson. 

The Committee on Entertainment: Bertram H. 
Buxton, Chairman, Halsey DeWolf, Harvey B. 
Sanborn, Guy W. Wells, William P. Davis, Frank 
B. Littlefield, Edward A. McLaughlin. 

The forenoons will be filled with operative and 
dry clinics and clinical demonstrations at the Peters 
House. Every department of the hospital will par- 
ticipate in these demonstrations, showing medical 
advancements for the five year period. There will 
be a five year study of gatl-bladder cases, demon- 
stration of a vascular boot originated in the 
hospital, motion pictures in color illustrating a new 
method of cystotomy, a demonstration from the 
gynecological research department, improvements 
in orthopedics and fracture treatment, and a 
demonstration of neurological methods by former 
interns who are now members of the staff of Butler 
Hospital. There will be a fracture clinic, a thoracic 
clinic, a tumor clinic, a demonstration of cardiology, 
and a clinical-pathologic conference. 

F riday afternoon the program will consist wi 
papers given by visiting former interns. Dr. Reeve 
H. Betts of Boston will speak on “Some Aspects of 
Non-tuberculous Thoracic Therapy” and show 
motion pictures in color of various thoracic opera- 
tions. Dr. Nat H. Copenhauer of Bristol, Tenn. 
will read on “Peaks and Pioneers in the History of 
the Thyroid.” Prof. Arthur H. Morse of the Yale 
School of Medicine will read a paper on “Patho- 
logy and Treatment of Ante-partum Hemorrhage” 
illustrated with lantern slides. Dr. John P. Macnie 
of New York City will present an ophthalmological 
subject. Dr. Harold G. Tobey of Boston will speak 
on “Allergy.” Prof. James E. Paulin of Atlanta, 
Ga. will speak on “Cardiovascular Syphilis.” This 
meeting will be held at the Aldrich House Audi- 
torium. 

Saturday afternoon, a Rhode Island clambake 
will be served at the Squantum Club. 
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SCHEDULE FOR AUGUST, 1938 
Monpays: 
Surgical Grand Rounds 10:00 A. M. 
I Surg. Grand Rounds August 1, 15, 29 
II Surg. Grand Rounds August 8, 22 
Thoracic Clinic 4:30 P. M. 
TUESDAYS: 
Gastro-Intestinal Clinic 9:30 A. M. 
Surgical Grand Rounds 10:00 A. M. 
II Surg. Grand Rounds August 9, 23 
I Surg. Grand Rounds August 2, 16, 30 
WEDNESDAYS: 
Tumor Clinic 10:00 A. M. 
THURSDAYS: 
Orthopedic Grand Rounds 9:00 A. M. 
Thoracic Clinic 11:30 A. M. 
FRIDAYS: 
Fracture Grand Rounds 11 :00 A. M. 
Pediatric Grand Rounds August 5, 19 
G. U. Staff Meeting 7:30 P. M., August 5 
Surg. Staff Meeting 8:30 P. M., August 5 
SATURDAYS: 
Neurological Grand Rounds 9:00 A. M. 
Medical Conferences 10:00 A. M. 


BOOK REVIEW 


MEN Past Forty. By A. F. Niemoeller, A.B., M.A., B.S. 
pp. 154, Cloth, $2. — Harvest House. New York, 1938. 
MEN Past Forty is a book by a non-medical man and 
written for the layman. It treats of impotence and reju- 
venation. It is readably presented, quite exhaustive in 
scope, and incorporates up-to-date mendicaments, methods, 
and concepts. A. F. Niemoeller, A.B., B.S., M.A., is no 
neophyte however; he is the author of the American 
Encyclopedia of Sex. A well known urologist, Winfield 
Scott Pugh, endorses the volume in an enthusiastic ‘Fore- 
word.” 

Although written by a non-medical man, the book for the 
general practitioner is an admirable review of the subject. 
It brings to his hand an adequate, fair, and quite complete 
discussion of the problem. It does much to make more 
concrete a method of approach to a successful treatment 
of a condition only too prevalent and in general altogether 
too nebulous in the minds of the general practitioners — 
that army of medical men who will always constitute the 
court of first appeal in these cases. 

This volume of 150 easily read pages discusses and 
evaluates the following in modes of therapy: electrical 
apparatus, diets, external applications, pep pills, baths, 
vacuum pumps, aphrodisiacs, vitaman E tablets, mechanical 
devices, massage, drugs and glandular extracts. It gives 
the indications for use, dosage, and the names of manu- 
facturers, both here and abroad, of quite a number of the 
most acceptable preparations of glandular extracts and 
aphrodisiacs. In addition it contains chapters which deal 
with premature ejaculation, sexual control, psychiatric 
treatment of impotence, and surgical rejuvenation. 

All thruout it warns against the “quack,” emphasizes 
the dangers of self-meditation, discourages the latter, and 
warmly advocates the necessity of qualified medical super- 


vision and care. 
Joun S. Dzios, M.D. 


August, 1938 
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